women in 1999. 3 Helping pregnant women to quit smoking would have enormous health benefits, including reducing tobaccorelated spontaneous abortions, rates of lowbirthweight infants, admissions to neonatal intensive care units, infant deaths from perinatal disorders, and sudden infant death syndrome. 4, 5 In addition, 9.2% of youths in grades 6 through 8 and 28.5% of youths in grades 9 through 12 reported being current smokers in 2000. 6 Reduction in tobacco use by youths and their parents would also have important health benefits. Not only are children and adolescents harmed by exposure to secondhand smoke, but they also underestimate the addictiveness of nicotine and its future health consequences; 73% of teen daily smokers who think they won't be smoking in 5 years are still smoking 5 to 6 years later. 7 Nearly 90% of adult smokers had their first cigarette before they were 18 years old. 7 The 2000 Public Health Service (PHS) clinical practice guideline Treating Tobacco Use and Dependence recommends health insurance payment for services demonstrated to be effective in helping smokers to quit, thereby reducing the barrier of cost. 8 Nonmedication counseling interventions, including individual face-to-face, group, and telephone counseling, are recommended as the first line of treatment for pregnant smokers at the initial prenatal visit and throughout pregnancy, given the uncertain risks and benefits of pharmacotherapy for maternal and fetal health outcomes. 8 For adolescents, the PHS guideline recommends assessing tobacco use and offering cessation counseling 8 that increases quit rates above naturally occurring levels. 9 The guideline also recommends that pediatricians "offer smoking cessation advice and interventions to parents to limit children's exposure to secondhand smoke." 8 
METHODS
In the fall of 2000, we faxed a 10-page survey to the directors of all states plus the District of Columbia Medicaid programs (n = 51) to obtain information on Medicaid coverage of tobacco dependence treatments. 11 One-third of the directors responded within 2 weeks of the initial fax; we followed up by telephone, e-mail, and fax for a 100% response rate. Survey questions addressed coverage for pharmacotherapy, counseling services, and screening practices under EPSDT, as well as special cessation programs, home visits, and counseling for pregnant women.
RESULTS

Coverage for Pregnant Women
Ten state Medicaid programs offer benefits specifically for the treatment of tobacco dependence in pregnant women, with all but 1 of these including some form of counseling (Table 1) . Additionally, of the 21 states that reported covering home visit programs for pregnant women, 13 include coverage of counseling for tobacco dependence. In all, 16 state programs cover some form of counseling for pregnant smokers.
Coverage and Services Under EPSDT
Under EPSDT, 7 states cover smoking cessation counseling for children, and 4 cover counseling for their smoking parents. Sixteen state Medicaid programs cover some form of pharmacotherapy for treating tobacco use under EPSDT for youths and their parents who smoke. The most commonly covered pharmacological treatment is bupropion SR (including Zyban and Wellbutrin). Fewer than 10 states cover the nicotine patch, inhaler, nasal spray, or gum under EPSDT.
Fifteen state Medicaid programs require EPSDT providers to screen youths younger than 18 years for tobacco use. Six of these states also require EPSDT providers to screen parents. Seventeen states require Medicaid providers to conduct health education with youths during routine visits; 6 of those states require providers to conduct health education with the children's parents.
Validation
Because data were collected by selfreport, we asked each state Medicaid director to submit a written copy of his or her state's tobacco dependence treatment policies for validation; 20 provided written documentation validating what they had reported, 11 reported having no specific benefit language for tobacco dependence treatments (indicating that pharmacotherapy was covered under their standard drug benefit), and 3 did not respond to our request for documentation. We observed no contradictions when we compared the survey responses with the documentation.
DISCUSSION
The PHS guideline for treating tobacco dependence-as it pertains to pregnant women, children, and adolescents-is not being followed by the majority of state Medicaid and EPSDT programs, despite strong evidence that health insurance coverage for tobacco dependence treatments increases both the use of these services and quit rates. 12, 13 Adding coverage for effective tobacco dependence treatments to the federally mandated Medicaid benefits package for pregnant women and for children and parents under EPSDT would eliminate the disparities in coverage across the states and make a significant difference in the health of low-income pregnant women and their children, 2 of our most vulnerable populations. 1998 were foreign born. 3 The incidence rate for foreign-born county residents was 66 TB cases per 100 000 population (compared with a US rate of 6.8 per 100 000 for the general population and 28 per 100 000 for the foreign-born population). 1 Among US-born county residents, incidence was only 3 TB cases per 100 000. In 1987, active pulmonary TB occurred in 2 foreign-born students in the Anne Arundel County public school system, and 35 school contacts (i.e., people who came into contact with TB cases at school) developed latent TB infection (LTBI). In 1989, the Anne Arundel County Department of Health, in collaboration with the county's public school system, instituted a policy of targeted screening of all foreign-born students entering public schools, using the tuberculin skin test (TST) and the guidelines of the American Academy of Pediatrics, the Advisory Committee for Elimination of Tuberculosis of the Centers for Disease Control and Prevention (CDC), and the American Thoracic Society. 4, 5 The policy was revised in 1996 to include any untested foreign-born students. All those born outside the United States, including American citizens, are defined as foreign born. Such students must show TST documentation before enrolling in school. Students with a history of TB must show documentation of adequate therapy. 4, 5 In 1999, the county department of health evaluated the health and economic impact of targeted TB screening by retrospectively reviewing data on those that the department had screened from 1993 to 1998.
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METHODS
TST report cards contain the ages and TST readings of students tested by the county department of health. TB clinic records contain more detailed data on students with positive TSTs, including age, sex, ethnicity, place of birth, TST reading, medical and radiological examination results, and medication, duration, outcome, and side effects of treatment for TB (either active or latent infection).
TSTs were administered and read by trained public health nurses. Results, recorded in millimeters, were classified as positive if induration size was 10 mm or larger. Reactor rate is the number of students who were TST positive divided by the number tested, and case finding rate is the number with active TB divided by the number tested. Adherence rate is the number of TST-positive students who accepted treatment and remained in Anne Arundel County until at least 6 months of treatment was completed.
For the economic analysis, intervention cost was defined as the cost of screening and medical follow-up, and disease cost averted as the potential cost of managing the TB cases
